The patient went on fairly well for a time, but on September 3 she had to be admitted again with recurrence of pain. The wound was again opened up freely and granulations removed; no attempt was made to close it at any point, but packing was introduced between the dura and the tissues of the scalp which composed the flap.
The patient is now in a satisfactory condition save for the fact that there is still a large opening present and pulsating dura can be seen at the bottom of the wound. The cavity shows no signs of becoming obliterated by granulation tissue.
The exhibitor is anxious to have the opinion of members of the Section with regard to subsequent treatment. DISCUSSION . Dr. DAN McKENZIE: I would like to hear, from Mr. Tilley and others, what their experience of the intranasal frontal sinus operation has been. We are now in a position to judge as to its value. My experience of the intranasal operation has been, to some extent, very successful. It is not a very difficult operation to perform, nor is it severe for the patient. It gives immediate relief to acute symptoms, and I have found it perhaps most 'useful in acute frontal sinusitis of short duration. But I regret to say I have had one death following the operation from osteomyelitis: and mine is not the only case. It is a point we must consider in estimating the value of the intranasal as compared with the external operation, because, I take it, it was the fear of osteomyelitis which induced us to adopt the less severe operation. Yet when we find that the milder operation may also be followed by osteomyelitis we must revise our notions as to its safety. It is probably correct to say that one is not justified in operating on the frontal sinus at all unless for the relief of serious symptoms, and in that case I for one would now be inclined to operate externally, save in very early and acute cases.
Mr. W. STUART-Low: I am glad that Mr. Tilley now gives preference to the external operation of which I have often shown many successful cases at this Section. I have always emphatically condemned the internal operation, having called it " blind surgery " to attempt to enter the frontal sinus upwards through the nasal passage. Inflammatory septic conditions of the frontal sinus are either acute or chronic from the point of view of treatment, and acute cases are always relieved very much and sometimes cured by removal of the lower half of the middle turbinal: this region of the nose should first be well cocainized by spraying with a 20 per cent. solution of cocaine and then packing it with wool soaked in this solution. This constringes the mucous membrane, effectively removes the intense congestion, and reduces the swelling, which in itself gives great relief and often allows and is followed by a profuse discharge from the sinus and surrounding cells. This should be the procedure in all acute cases, followed by removal of the greater part of the middle turbinal. I have in many former cases reflected adversely on the blemishing and disfiguring facial result of Mr. Tilley's methods, as seen in the scar in his external frontal sinus cases. These two patients are an emphatic illustration of this-the scar is thick, almost cartilaginous, feels and looks like keloid, and is very unsightly. I object to the use of iodoform emulsion or " B.I.P.,,, which he is very given to employ. The iodoform is a very poor antiseptic, and is, I believe, too irritating to the tissues: it irritates the wound, and, I think, accounts for this condition. The fatty particles in the " B.I.P " get between the edges of the wound and delay healing by first intention, which it is essential to obtain in a.ll face surgery. These cases were five months under treatment, whereas with my methods three weeks was an average time, the scar being almost invisible. The depression in these two instances of Mr. Tilley's is very considerable-
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at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from this I have always managed to avoid by the employment of the cage which I utilize to cover the wound in order to prevent all bandage pressure. This cage, which I have often exhibited before the Section, also facilitates rapid healing of the skin incisions by its rubber-covered edges pressing on the soft surrounding structures, acting as a Bier's band.
Mr. G. W. DAWSON: I have no great belief in the intranasal operation: in most of the cases I have had, I did the external operation. I have seen why, in my cases, the intranasal operation did not give relief. There are narrow galleries or clefts scarcely thicker than the back of a knife, which are filled up by pyogenic membrane, and which no lotion can reach. Therefore the intranasal operation cannot quite succeed. We scrape the Eustachian tube and expect it to close, yet when we scrape the frontal sinus opening we expect it to get larger as a result, which does not seem logical.
Dr. D. R. PATERSON: In earlier days I was a strenuous advocate of the external operation, and I did nearly forty cases before I got one which developed osteomyelitis. I was very pleased with the results of the external operation, but since that time the experience which has been given us by Dr. McKenzie in the Journal of Laryngology has rather put one off it. But I have not much faith in intranasal operations in extensive sinus disease; on the contrary, I have seen ill-effects from it in my own practice, and also in the practice of some of my colleagues, in which the operation has been done secundumn artem. The rasping away of the mucosa of the fronto-nasal canal is too often followed by cicatricial contraction. One has felt that if the external operation could be made safe from osteomyelitis, it is the operation we should choose in such cases. I do not know whether Mr. Tilley has secured a preventive from osteomyelitis by his dressing, and I hope he will let us have his mature experience later. Another point concerns the proper drainage of the frontal sinus. One of the difficulties is the frequent closure of the fronto-nasal canal which takes place. Even a very large opening made between the frontal sinus and the nose frequently contracts, so much so that it will hardly admit a probe. If we can solve that difficulty, it will enable us to advance very considerably. Lately I have been trying, with some success, the use of a large size tracheotomy cannula, the flange lying on the external wound, and retaining it there for some weeks. It may be necessary to control it for two or three months, but when one is satisfied that the communication is well made and sustained, it is easy to close the outer opening. The scar it produces is very slight.
Dr. PEGLER: An important item in treatment by the intraDasal route which has not been mentioned, is the teaching of the patient to wash out his own frontal sinus, just as we are in the habit of doing in the case of the maxillary antrum. He is supplied with a cannula that has been properly adapted to his own fronto-nasal canal, and I have rarely found any difficulty in getting the pationt into the way of it. Change of solutions may be necessary, but time is the chief essential and perseverance on the part of the patient himself. The cases seem to disappear from observation, and I have always had reason to believe that a cure has resulted.
Dr. W. HILL: I appreciate that the argument is in favour of those who are against the internal operation. When the subject was brought up before by Mr. Tilley and Dr. Watson-Williams the testimony was striking, and as one copld not ignore what they said, I tried this method. I was surprised to find that frontal sinuses which were suppurating, and sometimes causing pain, cleared up under what I regarded as a most imperfect operation. I do not say it succeeds in every case-I have had to do the external operation in some, but very few. When one has to do the external operation because the other has failed, the reason is obvious; but I think the same obtains in the cases. which have apparently healed up. So much have I been impressed, in spite of what I regarded as my better judgment, that I never dream of doing an external operation unless for some special circumstances, such as a fulminating attack, until I have given the other a good trial. It is not a very difficult operation; my assistants can do it very well, and they go on with the aftertreatment. The results, on the whole, are not bad. Two-thirds of the cases go on fairly well and do not need further operation. I have not done the external operation within the last five years; I have not had occasion. I have used not silver but flavine; I do not know whether of itself it does good, or acts by mere drainage. I know the operation must be partial. I do not know whether the granulation tissue shrinks. It looks as if bold measures would be needed to remove it.
The PRESIDENT: Everyone will, I think, agree that success or failure with the internal operation depends upon the anatomy of the parts, and therefore a stereoscopic skiagram is essential as an aid to decision. With regard to osteomyelitis, one must always be apprehensive concerning it, and I believe it to be a prudent plan to insert a drain tube in the outer angle, which is the most dangerous part. If it be left there five or six days it causes no scar. In cases done by the external operation, without the aid of a skiagram I strongly recommend the use of the Doyen perforator rather than a trephine. If dura is exposed with the Doyen instrument no harm is done. With regard to B.I.P., Mr. Davis and I are using it extensively in mastoid operations, and I have asked Mr. Davis to publish the first case of iodoform poisoning. Hitherto we have had none. With regard io the scar, I often think it is well to avoid in these double cases the spectacle-cut across the bridge, and I think it often can be avoided. This portion of the scar is somewhat disfiguring. One of the cases has got a curtainlike scar in front of the internal canthus. I suggest that if the patient will massage it for twenty minutes a day it will disappear in three months.
Mr. LAWSON WHALE: Mr. Norman Patterson asked me to say a word about his case. He wants to emphasize the fact that this girl was well, and spent the whole Whitsuntide holiday with a frontal sinus full of pus. On her Patterson : Frontal Sinus Suppuration return when she was examined the wall was found necrosed; there had, therefore, been no pressure and no pain. The pulsating dura bulges forwards over what was once the upper end of the infundibulum; and Mr. Patterson is very anxious for suggestions as to treatment.
Mr. CYRIL HORSFORD: I would like to refer to two serious cases of complications that I have had. About Christmas I was asked to see an old patient for whom I had done a double antrum operation for acute frontal pain. I removed the middle turbinal, enlarged the fronto-nasal duct, and got to the frontal sinus in the usual way, and it cured her, although the pain had lasted some weeks. Months afterwards she developed the same condition on the other side, and I did the intranasal operation there with success. But within a week of the second operation she complained of pain in the chest, though we could not find anything wrong there. Eventually it was proved to be a septic embolus in her lung, which resulted in an abscess there. It may have been the result of the sinus operation. The second case occurred at the end of last week. The man had had a gunshot wound through the orbit, which had destroyed the right eye, and it passed into the neck. Before I saw him he had had fifteen operations for the removal of pieces of necrosed bone, and plastic operations to improve the eye. He was sent to me because of recurring abscesses in the eye sockets. Believing that the frontal sinus was infected, I passed a cannula and washed it out, and thick pus came out through a small opening in the lid. The pain was considerably relieved, and in a few days I repeated the process. I washed it out four times, and on the last occasion there was no pus and no pain. Next day I heard he was playing in the grounds of the hospital and had struck his eye-brow. That evening his temperature was 1020 F., and the next day he was seriously ill, and had something of the nature of epileptic fits: apparently he had meningitis. I at once opened the frontal sinus externally, but found no evidence of fracture or injury, nor any communication suggesting direct infection to the meninges. The cerebrospinal fluid withdrawn by lumbar puncture was very turbid. He improved very much, and two days afterwards I repeated the lumbar puncture; the fluid was purulent, and he died next day. He was found to have had a tremendous frontal abscess, which had burst, and the pathologist considered he had had the abscess for a long time. This was evidently a case of latent frontal abscess-producing no symptom up to a few days before death.
Mr. J. F. O'MALLEY: I t4ink both the internal and the external routes have their place in frontal sinus operations, and, with a certain amount of care exercised, one can determine which is the better one to adopt in a given case. In the acute case, where there is pain, and where on examination one finds there is interference with drainage of the frontal sinus, I agree with what Mr. Stuart-Low said, that removal of the middle turbinal is often sufficient. Chronic cases belong to a different category, and I would divide them into two kinds. One is that in which, after shrinking of the middle turbinate there Is a free escape of pus from the frontal sinus and no polypi present in the ethmoidal region. The second chronic class consists of those cases in which there is a free formation of polypi in that region. For the first class, I think that if one takes away the turbinate, and opens the ethmoidal cells and clears the area as far as the upper part of the infundibulum, the intranasal operation will succeed. But if there is much polypoid formation in the middle turbinate region, affecting all the lining of the ethmoid cells, it is practically certain that the same condition exists in the frontal sinus itself, and it is then one has to resort to the external operation. The whole secret of curing sepsis is free drainage, and when I open the sinus externally my great object is to get ample drainage into the nose, leaving the tube in for several weeks. I feel then that I have some sort of smooth lining to the passage, and that it is not likely to contract down sufficiently to become permanently blocked. If you cut away a portion of hard bone the microscope shows that the bone in the immediate neighbourhood always separates and dies. If there is ample drainage into the nose there is practically no risk, even if portions of the edges of an opened frontal sinus should disintegrate and cause a little sepsis.
Mr. TILLEY (in reply): I operated upon the female patient during Eastertime, 1913, and we found extensive disease in the sinus. There was no question of doing the intranasal operation. She had very large sinuses, and we took away the whole anterior walls of each frontal sinus, and I am certain no foci of suppuration were left. The wound healed and remained well until November last. Then the forehead became swollen, red and oedematous, and the patient was in great pain. We opened the old incisions and found the site of the former sinuses filled with pus and granulations. An interesting condition now revealed itself which I have not seen mentioned hitherto, namely, that when recurrence of suppuration takes place in a case which has apparently been cured for some years, and you reopen at the old wound, you find that in some part of the sinus, generally in its outer extension, little bony recesses have formed in the frontal bone. There were three of these in this patient. These were opened up and obliterated. I did not suture the wound immediately because it was in an acutely inflamed condition. I put stitches in the outer part and left the inner halves open. With regard to the recesses mentioned above I had seen them before, and I attributed their presence to faulty technique on my part. But I think what had happened was that some non-pyogenic organisms had been lying there perhaps all those years, and had absorbed the bone and thus produced little cavities which were revealed when pyogenic infection took place and operation for its relief was instituted. I think the question of intranasal versus extranasal operation is such a large one that it would be well to have a special debate on it now that we have a large experience of both methods. In every case I deal with we have a skiagram taken, in profile and in the frontal aspect. I have done two or three hundred cases by the intranasal operation and I always prefer it where it is possible. In the type of cases we have seen to-day it is obvious that the intranasal operation would have been bad surgery and would have broken all the canons of Ju-1 treatment of a suppurating bony cavity. With regard to the question of exposure of the dura mater, I have seen a patient who walked into the hospital and asked for the eye department because he saw double"; that was his only symptom. Mr. Flemming sent him to me to see if I could explain the proptosis. The frontal sinus was full, of pus, and we found the dura mater over its posterior wall exposed. The patient had never even had a headache. I have seen four cases of frontal lobe abscess which have been undiagnosed, and they died from acute cerebral symptoms. Frontal lobe abscesses have been found secondary to ethmoidal and frontal sinus mischief, and the cerebral lesion is difficult to diagnose, because it occurs in the "silent area" of the brain. These are further points worthy of discussion in connexion with suppuration in the frontal sinuses.
The PRESIDENT: That will be suggested to the Council. Swelling of right side of neck six weeks, tumour in throat three weeks, gradual loss of voice. On admission found to have a large hard swelling, 4 in. long, below the angle of the right lower jaw. Internally elongated retropharyngeal swelling behind the right tonsil, covered by normal mucosa, extending above the level of the soft palate down to the region of the arytenoids. This tumour caused marked obstruction in the pharynx with dysphagia and slight dyspnoea. The right vocal cord (seen with difficulty) was fixed and the right part of the tongue atrophied. Turriour explored by incision in neck and found to be non-encapsuled, very extensive and adherent. A fragment removed was submitted to Dr. Andrews who reported a small round celled sarcoma, involving muscles. January 5, 1920: Radium bromide 230 ing. buried in growth for twenty-four hours. January 12, 1920: External swelling much less, internally half original size. February 15, 1920: Radium repeated, tumour has almost disappeared. Endothelioma 
